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complicate hypertension. Our findings suggest that age at repair
might not be as important in the development of left ventricular
hypertrophy and vascular damage in postcoarctectomy patients
as is often believed.
Our findings support the hypothesis that aortic coarctation
forms part of an extensive developmental abnormality of the
proximal systemic arterial system also involving the left ven-
tricle and the carotid arteries. Nowadays, early correction is
recommended to reduce the risk of future sustained hyperten-
sion, but its effect on the left ventricle and proximal arteries
might be less important than previously thought.
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Partial left ventriculectomy for infantile ischemic
cardiomyopathy caused by anomalous origin of the left
coronary artery from the pulmonary artery
Masaaki Yamagishi, MD, PhD,a Keisuke Shuntoh, MD,a Takeshi Shinkawa, MD,a
Takahiro Hisaoka, MD,a Mitsugu Ogawa, MD,a Keitarou Kohshi, MD,a Hitoshi Yaku, MD, PhD,a
You Kajiyama, MD,b and Kenji Hamaoka, MD, PhD,b Kyoto, Japan
Broad ischemia of the left ventricle and subsequentsevere ventricular failure are unavoidable in infants withanomalous origin of the left coronary artery from thepulmonary artery (ALCAPA). Here we report the first
case of successful partial left ventriculectomy in a 3-month-old
infant with severe ischemic cardiomyopathy caused by ALCAPA
and vanishingly scarce collateral vessels.
Clinical Summary
A 3-month-old female infant weighing 5300 g with congestive
heart failure was referred to our hospital. Abnormal Q waves were
detected in leads I and aVL and precordial leads V4 through V6 on
electrocardiography. Echocardiography demonstrated marked left
ventricular (LV) dilatation with significant reduction in ventricular
wall thickness (Figure 1, left). The LV end-diastolic diameter was
48 mm. Wall motion showed marked diffuse deterioration. Short-
ening fraction was reduced to 7%. Posterolateral wall thickness
faded to 2 mm. The papillary mus-
cles and endocardium showed mark-
edly increased echogenicity. Severe
mitral regurgitation was also ob-
served. The left coronary artery
originated from the left posterior sinus of the pulmonary artery.
201Thallium myocardial scintigraphy demonstrated broad ischemia
and the absence of myocardial viability at the posterolateral wall of
the left ventricle.
The infant underwent reimplantation of the left coronary artery
and partial left ventriculectomy. After institution of moderately
hypothermic cardiopulmonary bypass and subsequent chemical
cardiac arrest, the pulmonary artery was transected at the bifurca-
tion. The pulmonary cuff, including the left coronary orifice, was
harvested and implanted directly into the left lateral aortic wall.
This was followed by mitral annuloplasty at the posterocommis-
sural line.
The LV wall showed dark red discoloration and was markedly
reduced in thickness. Island-shaped scar formations were also ob-
served. The lateral LV wall measuring 25  40 mm was resected
in an elliptical shape along the left ascending coronary artery
(Figure 2). Histologic examination showed significant transmural
myocardial infarction. The ventriculotomy was closed longitudi-
nally with reinforcing polytetrafluoroethylene felt strips. Coercive
weaning from the cardiopulmonary bypass was not attempted
because the patient had a high left atrial pressure of 23 mm Hg.
The infant was placed on an extracorporeal circulatory support
system and was weaned easily from this circulatory support system
on the third postoperative day.
Postoperative echocardiography (Figure 1, right) showed
marked improvement in LV function and a significant decrease in
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cavity volume. The LV shortening fraction was improved to 26%.
The LV end-diastolic diameter was decreased to 29 mm, LV wall
thickness returned to 6.5 mm, and no mitral regurgitation was de-
tected. Postoperative 201thallium myocardial scintigraphy showed
considerable improvement of myocardial viability in all segments
of the LV wall.
Discussion
In infants with ALCAPA, the myocardium of the left ventricle is
exposed to severe ischemia because of initial depletion of the
coronary flow and subsequent coronary-pulmonary steal. How-
ever, LV function frequently recovers after surgical repair in most
infants1 because potential recoverable myocardial contractility is
preserved by immediate development of the collateral blood sup-
ply to varying degrees. On the other hand, if broad transmural
infarction, ensuing fibrosis or fibroelastosis, and ischemic cardio-
myopathy go to completion because of underdevelopment of the
collateral vessels, sufficient restoration of LV function is not
expected despite 2-coronary revascularization. In addition, refrac-
tory low cardiac output early after the operation cannot be over-
come in most cases. In such cases, prompt reduction of LV wall
stress and immediate improvement of LV muscle mass–cavity
volume mismatch are indispensable for amelioration of mortality
and morbidity.
Partial left ventriculectomy is an established procedure for treat-
ment of nonischemic dilated cardiomyopathy in adult patients to
decrease wall stress and improve contractility.2,3 Encouraging
results of partial left ventriculectomy combined with mitral valve
repair for infantile dilated cardiomyopathy have also been re-
ported.4,5 These observations suggested that partial left ventricu-
lectomy is applicable even in infantile ischemic cardiomyopathy.
In infants with ischemic cardiomyopathy caused by ALCAPA,
partial resection of the LV wall, in which viability of the myocar-
dium was severely reduced by severe ischemia, decreases wall stress
and increases the potential of recoverable myocardial contractility of
the residual LV wall. Nevertheless, it must be noted that indica-
tions of partial left ventriculectomy for ALCAPA should be con-
fined to transmural infarction and irreversible fibrosis at the pos-
terolateral wall, along with marked LV dilatation and reduced
ventricular wall thickness, because LV function in infantile AL-
CAPA still has the potential for recovery after 2-coronary revas-
cularization.1
In conclusion, we present the first report of successful partial
left ventriculectomy in an infant with severe ischemic cardiomy-
opathy caused by ALCAPA. Partial left ventriculectomy has a
beneficial effect on restoration of ventricular function for infantile
ALCAPA with incurable ischemic cardiomyopathy.
Figure 1. Left, Preoperative echocardiography; right, postoperative echocardiography.
Figure 2. Macroscopic findings of the resected LV wall showing
transmural, large, island-shaped scar formations and significant
subendocardial fibrosis. The wall thickness was reduced to 2
mm. A, Epicardial aspect; B, endocardial aspect.
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Lung mass after pulmonary artery catheterization:
Beware of the pulmonary artery false aneurysm
Cliff K. Choong, FRACS, and Bryan F. Meyers, MD, St Louis, Mo
Rupture of the pulmonary artery (PA) or one of itsbranches during a right heart catheterization is a com-plication that is rare but remains fatal in almost 50% ofcases.1 We report a case of PA false aneurysm caused
by PA rupture, which presented as a lung mass 10 days after
catheterization, that was correctly identified and successfully
treated.
Clinical Summary
An 81-year-old woman with a history of atrial fibrillation pre-
sented with fatigue and decreased exercise tolerance and clinically
was in congestive heart failure. Echocardiography revealed severe
aortic stenosis and mild mitral regurgitation. She underwent car-
diac catheterization for further evaluation, including PA catheter-
ization. She had some hemoptysis immediately after the procedure,
which resolved without further episode. Postprocedure chest radi-
ography revealed no abnormality apart from changes consistent
with congestive heart failure. Ten days later, a repeat chest radio-
graph revealed a rounded right lung mass (Figure 1, A). Chest
computed tomography was performed to further investigate the
lung mass, and this showed the mass to be in the right hilum of the
lower lobe in contiguity with the right PA (Figure 1, B-D). A false
aneurysm of the PA was suspected, and she underwent a right PA
angiography, which confirmed it (Figure 2, A and B). The aneu-
rysm was successfully treated nonsurgically with coil embolization
to occlude the inflow neck of the aneurysm (Figure 2, C and D).
Three days later, she under-
went an aortic valve replace-
ment with a bioprosthetic
valve. Her intraoperative and
postoperative courses were
uneventful and without evidence of recurrent PA hemorrhage.
Before discharge, she was anticoagulated for her atrial fibrillation.
At 2 years’ follow-up, she had remained clinically well.
Discussion
Catheter-induced PA rupture is an infrequent but lethal complica-
tion occurring with an estimated frequency of 0.06% to 0.2%.1
Reported risk factors for catheter-induced PA rupture have in-
cluded advanced age (age  60 years), catheter stiffness, pro-
longed balloon inflation, multiple manipulations of the catheter,
peripheral placement of the catheter, pulmonary hypertension, and
anticoagulation.1,2 Common modes of presentations have included
hemoptysis with hypoxemia, exsanguination, delayed recurrent
hemorrhage, and intraoperative pulmonary hemorrhage during or
after cardiopulmonary bypass.3 False aneurysm of the PA is a rare
presentation of PA rupture and should be considered as a possible
diagnosis in a patient with a new lung mass after PA catheteriza-
tion.4 Angiography is useful in the confirmation of the diagnosis
and identification of the site of PA hemorrhage.5 Treatments have
included control of the hemorrhage through conservative manage-
ment, pulmonary resection, PA repair, and arterial embolization.
Conservative management strategies have been associated with a
high incidence of secondary and often fatal recurrent hemor-
rhage.1,3 Pulmonary resection is useful in controlling the bleeding
but is associated with a high mortality and is reserved as a last
resort.3 Management by means of occlusion of the site of PA
hemorrhage through embolization is the preferred initial treatment
of choice and has the advantages of being quick, simple, and
effective.5 Mortality from PA rupture, however, remains high,
around 50%, with uncontrolled hemorrhage leading to asphyxia-
tion as the leading cause of death.1,3
In summary, we report of case of PA false aneurysm caused by
catheter-induced PA rupture that presented as a new lung mass
after PA catheterization. The diagnosis was confirmed by angiog-
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